ABSTRACT Background: When results of the FNA are reported as indeterminate, a hemi-or total thyroidectomy may be performed, depending on the suspicion of cancer. Objective: This work was designed is to compare the incidence of complications and surgical outcome of total and completion thyroidectomy in management of suspected thyroid carcinoma Patients and methods: The study included 50 patients with STN and results of the FNA are reported as (indeterminate or a follicular lesion). They divided into 2 groups. (Group I) include 20 patients (40%) were subjected to Completion thyroidectomy and (Group II) include 30 patients (60 %) were subjected to total thyroidectomy. All cases were operated upon in the department of General Surgery department, Zagazig University Hospitals during the period of the research from May 2010 to July 2013.Statistical analysis: SPSS version 19.Results: In the present study there was 38 (76%) were males and 12 (24%) were female and the pathology of residual tissue in (Group I) showed 8 case (40%) had residual malignancy and 12 cases (60.0%) are free from malignancy. From this study the hospital stay in (Group I) ranges from 5 to 8 days with The mean stay was ( 5.9 ± 1.0 days ) which is longer than (group II) ranges from 3 to 5 days with The mean stay was(3.7 ± 0.75 days).From this study the development of hypoparathyroidism was greater in (Group I) (20%) than (group II) (10%) and recurrent laryngeal nerve injury was greater in (Group I) (4%) than (Group II) (2%).Conclusion: The frequency of complications was greater in (Group I) than (Group II) so total thyroidectomy is considered as the treatment of choice for both malignant and benign thyroid disease requiring surgical treatment when performed by experienced surgeons Moreover, it eliminates the requirement of completion thyroidectomy for incidentally diagnosed thyroid carcinoma.
INTRODUCTION
lthough a thyroid nodule is as common as in 4% to 8% of the general population, only about 5% of these nodules will prove to be malignant [1] . The pathologist, however, often cannot distinguish reliably between benign and malignant thyroid lesions on the basis of cytology alone [2] . When results of the Fine needle aspiration (FNA) are reported as indeterminate, suspicious, insufficient, or a follicular neoplasm, a hemi-or total thyroidectomy may be performed, depending on the suspicion of cancer [3] . Total thyroidectomy plays an important role in the treatment of thyroid cancer: it facilitates detection and ablation of metastatic disease with radioactive iodine, allows for monitoring of thyroglobulin levels, treats residual disease of the controlateral lobe in cancer with multicentricity, decreases the risk of recurrence and it provides longer survival so large number of authors suggest total thyroidectomy for all patients with differentiated thyroid cancer [4] . Low or intermediate risk Patients presenting with thyroid nodules in which the FNA results are inconclusive undergo a unilateral hemithyroidectomy .In cases in which the final pathology reports well differentiated thyroid carcinoma (DTC), completion thyroidectomy is considered when hemithyroidectomy alone is considered oncologically inadequate. The advantage of this approach is to prevent the overtreatment of benign disease or low risk tumors as compared with total thyroidectomy. The drawback is the potential for a second operative procedure at a later date [3] .
AIM OF THE WORK
This work was designed is to compare the incidence of complications and surgical outcome of total and completion thyroidectomy in management of fifty patients have suspected thyroid carcinoma. Patients included in the study as regard to age and sex. The female (38 cases) to male (12 cases) ratio for the patients subjected to thyroid surgery was (3.16:1) and the age ranges in (group I) from 23 to 70 years with mean of age was 43.57 years (±12.5) and in (group II) from 19 to 70 years with mean of age was 38.1 years (±12.6). The highest age incidence was found to be in the fourth decade of life (17 patients) .
PATIENTS AND METHODS

Preoperative diagnosis:
It was found that all patients (100%) presented with thyroid swelling, twenty eight (56%) presented with pressure symptoms, five patients (10%) presented with cervical lymphadenopathy. Operative data of the studied cases:
In this study, 17 patients (34%) were subjected to Completion thyroidectomy for suspected solitary nodules, for 3 patients (6%) Completion thyroidectomy& selective lymph node dissection was done, for 30 patients (60 %) total thyroidectomy was done (figure. 1). Post-operative data of the studied cases:
The length of hospitalization was calculated from the day of admission for operation to the day of discharge. For the (Group II), this was a single statistic; for the group I, this was an aggregate statistic of the first and second admission.
The hospital stay in (Group I) from 5 to 8 day with the mean stay was (5.9 ± 1.0 day) while ranges in (Group II) from 3 to 5 day with the mean stay was (3.7 ± 0.75 day) the hospital stay was lesser in (Group II) than (Group I), this was significant (P value < 0.001) ( Table. 3). The frequency of complications was significantly greater in (Group I) 8 cases out of 20 (40%) than (Group II) 6 cases out of 30 (20%) ( Table.  4) . From this study the development of hypoparathyroidism was greater in cases with completion thyroidectomy (20%) than after total thyroidectomy (10%) and recurrent laryngeal nerve injury was greater in cases with completion thyroidectomy (4%) than after total thyroidectomy (2%) (Table. 5, 6). From this study the developments of superior laryngeal nerve injury was greater in cases with (Group I) 2 cases (10 %) than (Group II) 2 cases (6.6%) ( Table. 7 ).
In the present study the pathology of residual tissue in (Group I) showed 8 case (40%) had residual malignancy and 12 cases (60.0%) are free from malignancy( Figure. 2). The test was non significant (P value= 0.12) The test was non significant (P value=0.12) The test was non significant (P value= 0.8) [5] .
Erdem et al (2003) study 141 cases of
Completion thyroidectomy and found that previous pathology demonstrated papillary carcinoma in 114 patients (80.5%) and follicular carcinoma in 21 patients (15%) . The remaining 6 patients were found to have Hurthle cell carcinoma [6] . From this study the hospital stay in (Group I) ranges from 5 to 8 days with the mean stay was ( 5.9 ± 1.0 days ) which is longer than (Group II) ranges from 3 to 5 days with the mean stay was (3.7 ± 0.75 days). Rafferty et al (2007) study 201 and 149 cases of completion thyroidectomy and total thyroidectomy respectively and found that mean hospital stays of completion thyroidectomy and total thyroidectomy were 4.5 days and 3.5 days respectively [3] .
Lang and lo (2005) study 279 cases of total thyroidectomy and found that the mean stay was(4.2 ± 3.9 day) [7] . Khan,etal (2009) study 40 cases and found that the length of hospital stay of initial operation was not different from that of completion thyroidectomy (5.1± 0.3 days vs. 5.2 ± 0.3 days) [8] . From this study frequency of temporary hypoparathyroidism was greater in cases with (Group I) three cases (15 %) than (Group II) three cases (10%) . These were similar to the results of Gulcelik et al (2012). They study 159 cases of completion thyroidectomy and 217 cases of total thyroidectomy for DTC. They found that the frequency of temporary hypoparathyroidism was greater after completion thyroidectomy 33 cases (20.7%) after total thyroidectomy 22 cases (10.1%) [9] . This was different to the results of Rafferty et al (2007). They found that the frequency of temporary hypoparathyroidism was greater after total thyroidectomy 27.1% than after completion thyroidectomy 7% [3] . From this study frequency of permanent hypoparathyroidism was greater in cases with (Group I) one case (5 %) than (Group II) no cases . This was similar to the results of Rafferty et al (2007). They found that the frequency of permanent hypoparathyroidism was greater in completion thyroidectomy 0.5% than total thyroidectomy no cases 0% [3] . These were different to the results of Gulcelik et al (2012). They found that the frequency of permanent hypoparathyroidism was greater in total thyroidectomy 10 cases (4.6%) than completion thyroidectomy 7 cases (4.4%) [9] . This was different to the results of thyroidectomy four cases (4.3%) than completion thyroidectomy 6 cases(4.2%) [6] . From this study frequency of temporary RLNI was greater in cases with (Group I) one case (5 %) than (group II) no cases . This was similar to the results of Gulcelik et al (2012). They found that the frequency of temporary recurrent laryngeal n. injury was greater in completion thyroidectomy 13 cases (8.1%) than total thyroidectomy 10 cases (4.6%) [9] . This was different to the results of Rafferty,et al (2007). They found that the frequency of temporary recurrent laryngeal n. injury was greater in total thyroidectomy five cases (3.3%) than completion thyroidectomy four cases (2%) [3] . This was different to the results of Erdem, et al (2003). They found that temporary recurrent laryngeal nerve injury was greater in total thyroidectomy 7 cases (7.6%) than completion thyroidectomy 8 cases (5.6%) [6] . From this study frequency of permanent RLNI was greater in cases with (Group I) one case (5 %) than (Group II) one case (3.3%) This was similar to the results of Gulcelik et al (2012). They found that the frequency of permanent recurrent laryngeal nerve injury was greater in completion thyroidectomy four cases (2.5%) than total thyroidectomy two cases (0.9%) [9] . This was similar to the results of Rafferty, et al (2007). They found that the frequency of permanent recurrent laryngeal nerve injury was greater in completion thyroidectomy one case (0.5%) than total thyroidectomy no cases [3] . This was similar to the results of Erdem, et al (2003). They found that permanent recurrent laryngeal nerve injury was greater in completion thyroidectomy five cases (3.5%) than total thyroidectomy three cases (3.2%) [6] . This study showed that the frequency of complications was greater in (Group I) than (Group II) . The major risk of complication after previous neck operations occurs during dissection of scar tissue surrounding either the recurrent laryngeal nerve or the vascular pedicle of the parathyroid glands. Rafferty et al (2007) mentioned that in thyroid nodules in which the risk of malignancy is uncertain on FNA (i.e. needle aspirates reported as insufficient, indeterminate or a follicular neoplasm), completion thyroidectomy represents an acceptable and safe approach. But it requires a longer hospitalization, so it has implications for both hospital resources and the patients involved and in cases in which there is a marked likelihood of ultimately having a thyroid cancer that would require total thyroidectomy with or without postoperative radioactive iodine therapy, total thyroidectomy is an appropriate first-line surgical management [3] .
Makay et al (2006)
mentioned that completion thyroidectomy is safe in the hands of experienced endocrine surgeons and the timing of re-operation has no impact on the development of complications [4] . Li , et al (2012) mentioned that total thyroidectomy was performed in patients with any of the following conditions: i) tumor size >1 cm; ii) extrathyroidal extension; iii) palpable lymph nodes; and iv) bilateral carcinomas or ipsilateral disease with nodules in the contralateral lobe. Hemithyroidectomy was only performed on patients with ipsilateral disease and none of the four risk conditions [10] . O'Neill et al (2011) mentioned that survival is improved in those with minimally invasive compared with widely invasive follicular thyroid carcinoma (FTC). In patients <45 years with minimally invasive FTC without vascular invasion, hemithyroidectomy may be adequate treatment. All other patients with FTC should undergo total thyroidectomy and radioactive iodine ablation [11] . Gulcelik et al (2012) mentioned that with improvements in surgical technique and experience, complication rates of thyroidectomy performed for benign or malign diseases are reduced. In spite of the improvement in surgical experience, temporary recurrent laryngeal nerve palsy and hypoparathyroidism are the main complications in completion thyroidectomies which need special attention. To evaluate the patients more carefully in preoperative period and performing adequate thyroidectomy appears more logical [9] . Guraya and Al-Zobydi (2011) mentioned that thyroid reoperations for benign thyroid disease, permanent complication rate was higher than in primary thyroid operations. Difficult dissection due to adhesions from previous operation might be responsible for this high rate of complications. Higher rates of complications in reoperations stress the significance of total thyroidectomy as the primary surgical procedure which obviates the need of a secondary procedure [12] .
Pattou
(1998) and his colleagues' study, mentioned that hypocalcaemia, tetany and recurrent laryngeal nerve injury are more frequent in cases of thyroidectomy after previous neck operations because of technical difficulties [13] . 
